Proc. roy. Soc. Med. Volume 68 July 1975 4 without excess scarring, and there is a risk of necrosis of the thin preputial skin if too much mobilization is done.
Urethral reconstruction: The particular advantages of the Denis Browne repair are evident at this stage. Using a buried strip of skin there is more skin available for cover than if some of this was used to make a tube. Any length of urethra can be reconstructed and it is particularly useful in reconstructing long defects.
It is essential to divert the urinary stream from the site of the repair (using a perineal urethrostomy), and to gain good apposition of the ventral skin over the buried strip. Denis Browne used beads and lead stops and they remain useful, provided they are applied without tension. Alternatively, several layers of subcuticular sutures are satisfactory. A dorsal slit takes the tension off the suture line. No dressing is required. The bead sutures are removed after 7 days and the catheter after 10 days.
To achieve good results, meticulous care is essential during every stage of the operation. The bipolar coagulator has proved very useful for hemostasis.
Problems
It is difficult to achieve good results in every case. The commonest postoperative problems are: fistula formation; stricture formation; necrosis of the distal tip of the repair, with consequent failure to achieve adequate length of the reconstruction. A review of results in 51 cases treated at The Hospital for Sick Children, Great Ormond Street, during 1969-74 shows that fistula occurred in 8 cases (16%); strictures in 2 (1 terminal, 1 at the site of urethrostomy); terminal breakdown in 3, total breakdown in 1.
Conclusions
The Denis Browne operation gives satisfactory results, particularly in severe cases ofhypospadias, in the hands of reasonably skilled surgeons. The fewer individual modifications introduced, the more consistently satisfactory will the results be. In a teaching unit a re-correction rate of 16% can be considered satisfactory in a field of surgery where it is often difficult to achieve good results.
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Few of the patients had unpleasant memories of treatment in childhood but in adolescence and later, the majority bad experienced anxiety about future sexual function and awareness of penile deformity. Longer follow up would reduce these problems.
Scars from dorsal slits and ventral scars were generally fine, soft and mobile. Unsightly redundancy of skin after Ombr6danne repairs was a frequent source of complaint. The new meatus was more than 1 cm proximal to the glandular pit in almost half of the cases, but rarely more than 2 cm. The flaccid penis was considered small (length less than 6 cm or circumference less than 8 cm) in 9 patients.
Micturition was often troublesome, causing social problems. Downward deflection of the stream was frequent and unpredictable. Spraying was significant in over two-thirds of each group, being most common and most severe in the Ombredanne group where it was proportional to the size of the meatus. Neither deflection nor spraying was related to the site of the meatus.
Over two-thirds of each group had had sexual intercourse but few experienced difficulty and in only 2 was this due to chordee or smallness. A few of the patients described weak ejaculation and urethrograms showed slow emptying and, sometimes, saccular dilatation of the reconstructed urethra.
Fertility was untested in the majority but 11 had produced offspring and only 2 were considered infertile, both because of testicular abnormalities. Sommerlad B C (1975) British Journal ofPlastic Surgery (in press) Mr P L G Townsend (Department ofPlastic andJaw Surgery, Frenchay Hospital, Bristol, BS16 ILE)
Study ofthe Anterior Urethra in Hypospadias Cases by Means of Silicone Rubber Casts
Silicone rubber casts have been used in an attempt to obtain accurate information on the hypospadias deformity and particularly following postoperative fistula formation (see Table 1 ).
Procedure
Medical grade silicone rubber mixed with catalyst is injected down a cannula into a normal or reconstructed urethra. The rubber is prevented from entering the bladder either by an elastic band or by finger pressure at the base of the penis. The cast sets in a distended state but does not unduly stretch or distort the lumen as the excess flows out of the distal end or through the fistula. The cast is removed by gentle traction. If tethered, the cast provides a base against which dissection around the fistula can be carried out and cause of the tethering determined.
Findings
The normal and unreconstructed urethra is quite smooth. The junctional area between the normal and the reconstructed urethra is readily apparent.
Following hypospadias repairs 28 fistulk in 25 patients were investigated. It was found that 80 % were within 5 mm or less of the junctional area and 56 % had an associated overhang or dilatation (Fig 1A, B) .
In 20% of cases skin bridges appeared at the base of present or past fistulh (Fig 2A, B) and in 2 others ridges were found. Both these features could lead to turbulent flow with increased shear stresses and tendency to breakdown.
Discussion
The overhang may be explained by the design of the reconstruction when a U-shaped piece of skin is left proximal to the urethral opening. In Denis Browne repairs this becomes epithelialized to form a ventral pocket. A similar area is incorporated into the design of Duplay, Mustard6 and Broadbent repairs; this area is tubed rather than left to epithelialize.
Dilatation might be considered to be pre-or post-stenotic in origin. Exploratory probes often pass into a 'diverticulum' and the unreconstructed urethral orifice may be difficult to find. However, when exploration is carried.out via a fistula adjacent to this junctional area, there is no real stenosis as the unreconstructed urethral orifice dilates easily when the exact opening is noted. Casts of unrepaired coronal hypospadias show
